Introduction
Human cadaver kidneys are usually transplanted to the iliac fossa. The donor renal artery is anastomosed either end-to-end to the recipient internal iliac artery or, especially if there is more than one renal artery, an aortic patch from the donor vessel is sutured end-to-side to the recipient external iliac artery. If this patch method is used and the kidney rejects, the kidney is removed by ligating and dividing the donor artery and vein leaving the donor patch behind. Rarely, the residual patch may be weakened, by infection at the suture line or by rejection. Two cases of major bleeding from such a cause are reported here.
Case 1
A 24-year-old male patient on regular dialysis treatment for chronic renal failure due to chronic glomerulonephritis received a cadaver kidney allograft in July 1980, which was placed in the left iliac fossa. The donor renal artery's aortic patch was anastomosed end-to-side to the recipient's external iliac artery. One week later, there were signs of early acute rejection and one month later graft function failed. The patient had also developed a discharging transplant wound infection. Transplant nephrectomy was therefore carried out with ligation of the donor artery and vein, leaving short lengths of donor vessel in place. Histology confirmed an acute vascular rejection of the kidney.
During the next two weeks, the infected transplant wound continued to ooze blood and discharge moderate amounts of pus, which grew a coagulase negative Staphylococcus albus sensitive to flucloxacillin. Antibiotic treatment was started, but two transient episodes of brisk haemorrhage from the wound occurred at this time. Several days later a further major wound haemorrhage occurred and a leakage from the external iliac artery as a result of weakening of the donor patch was diagnosed.
Emergency surgery was undertaken and control of the haemorrhage was achieved by two balloon embolectomy catheters inserted retrogradely from the femoral artery in the groin, with the balloons positioned in the external iliac above and below the likely site of the leak. Since a direct approach to the leak was judged hazardous it was decided simply to ligate the leaking segment of iliac artery.
Through an abdominal incision, the external iliac artery was ligated below the origin of the internal iliac. Then the femoral artery was displayed at the groin and after checking that satisfactory backflow up the femoral artery existed, it was ligated above the origin of the profunda artery. Perfusion of the leg was unaffected though no peripheral pulses could be detected. The patient subsequently made an uneventful recovery, returned to regular dialysis treatment and by 6 months the peripheral pulses had returned.
Case 2
A 54-year-old male on regular haemodialysis treatment for chronic renal failure due to chronic glomerulonephritis, received a cadaver kidney graft placed in the left iliac fossa in January 1981. The donor artery had an aortic patch which was anastomosed end-to-side to the recipient's external iliac artery.
Within 10 days there was evidence of rejection and biopsy confirmed an acute rejection. Twenty 
